Purpose of the Study: Ambivalence has been described as simultaneous positive and negative emotional experiences. Although ambivalent feelings are often reported by dementia family caregivers, the effect of these feelings on caregivers' mental health has not been studied. Furthermore, the measurement of ambivalence specific to caregiving situations has not been studied. The aims of this study are to analyze the psychometric properties of the Caregiving Ambivalence Scale (CAS) and, drawing upon the stress and coping model, to test whether ambivalent feelings significantly contribute to caregivers' distress. Design and Methods: Participants were 401 dementia family caregivers. Face-to-face interviews were conducted which included measures of ambivalence, depressive (CES-D) and anxious symptomatology (POMS), stressors (disruptive behaviors subscale of the RMBPC), and sociodemographic information. Results: Results from exploratory, parallel, and confirmatory factor analyses suggest that the CAS has a unidimensional structure, explaining a 64.26% of the variance of ambivalent feelings. Good reliability and validity indexes were found, including a Cronbach's alpha of .86. The results revealed significant (p < .01) positive associations with depressive and anxious symptomatology, and frequency and reaction to disruptive behaviors. Ambivalent feeling scores significantly contributed to the explanation of caregivers' depressive and anxious symptoms after controlling for sociodemographic and stressor variables. Implications: The CAS shows good psychometric properties that recommend its use as a measure of ambivalent feelings in caregivers and appears to be a relevant variable for understanding caregivers' mental health.
in turn contribute to decreases in distress (e.g., Cohen, Colantonio, & Vernich, 2002; Mackenzie, & Greenwood, 2012) . Positive outcomes for caregivers include increased feelings of self-worth, feeling needed and appreciated, and a stronger relationship with the care recipient. To date, research in dementia caregiving has generally focused either on the negative or on the positive consequences of providing care.
However, both clinical experience and empirical research suggest that it is not unusual for caregivers to report experiencing simultaneous negative and positive emotions associated with caregiving (Shim, Barroso, & Davis, 2012) . In fact, in the context of research on intergenerational relationships, it has been reported that providing care is linked to heightened ambivalence; that is, simultaneously experiencing positive and negative emotional experiences (Fingerman, Pitzer, Lefkowitz, Birditt, & Mroczek, 2008; Willson, Shuey, & Elder, 2003) . Although coexistence of conflicting feelings between adult children and their older parents is a frequent phenomenon in the general population (e.g., Guo, Chi, & Silverstein, 2013) , it seems to be especially common when there is a decline in functional status or health of the elderly parents (Fingerman, Chen, Hay, Cichy, & Lefkowitz, 2006; Hillcoat-Nallétamby, 2010; Hillcoat-Nallétamby & Phillips, 2011) .
To date, ambivalence has been primarily studied among parents who experience conflicting attitudes or feelings with respect to their adult children, and in particular when offspring experience problems such as illness or career difficulties (e.g., Birditt, Fingerman & Zarit, 2010; Pillemer et al., 2007; Pillemer, Munsch, Fuller-Rowell, Riffin, & Suitor, 2012) . However, the interplay of positive and negative emotions described earlier also makes ambivalence a useful concept in the study of dementia caregiving. Specifically, such caregiving may be intensely characterized by co-existing positive and negative emotions or cognitions toward the family member with dementia. These situations promote ambivalence in the form of conflicted feelings or thoughts, which has been characterized as a sense of being "torn in two directions" regarding the relative (Pillemer et al., 2007) .
This type of ambivalence is the focus of the intergenerational solidarity-conflict paradigm (Roberts, Richards, & Bengtson, 1991) , which was developed to account for the patterns of interactions and instrumental and emotional support between family members across generations over the life course (Bengtson, 2001 ). According to this paradigm, emotional closeness with older parents motivates adult children to provide support to their older parents, particularly when they are frail or functionally dependent (Silverstein, Parrott, & Bengtson, 1995) . In fact, analyzing ambivalence during status transitions, such as becoming a family caregiver, has been proposed as the best "laboratory" for the study of intergenerational ambivalence (Pillemer & Suitor, 2002, p. 611) .
Ambivalent feelings may arise in caregiving situations as a consequence of many scenarios, such as the following: (a) changes in the quality of the relations between the caregiver and the care recipient; (b) changes in interdependence patterns when demands are high (Willson et al., 2003) ; (c) the appearance of conflicts due to the multiple familial and work commitments or roles (Iecovich, 2014) , such as the competing and simultaneous care demands from the dementia care recipient and from the caregiver's spouse or children; (d) a difficult or bad relationship with care recipient before the onset of dementia (Samuelsson, Annerstedt, Elmståhl, Samuelsson, & Grafström, 2001) ; or (e) the existence of conflicting cultural or personal norms and values regarding care.
With regard to this last scenario, caregivers often present contradictory or conflicting emotions and beliefs due to incompatible norms and expectations about family relationships and caregiving. Distress and ambivalence are likely to appear eventually in the process of caregiving due to the incompatibility of two powerful normative structures: the norm of reciprocity (profit and loss should be equitable between relatives) and the norm of solidarity (one should help a family member without concern for the "return on investment"). It is also likely competing desires exist in caregivers, such as the willingness to take care of their relatives but also to have freedom from demands and time for hobbies or leisure activities without the care recipient (Pillemer et al., 2007) . Surprisingly, empirical research on caregivers' ambivalence is scarce. There is some empirical evidence from qualitative research suggesting that ambivalent feelings may contribute to caregivers' distress. Findings from a qualitative study (Shim et al., 2012) suggest the existence of a profile of ambivalent spousal caregivers who reported simultaneously feeling overwhelmed and satisfied with caregiving, and who showed grief and frustration and sadness mainly associated to the perception of change in their relationship with their spouses. Harding and Higginson (2001) found that, although caregivers recognized their distress and needs for help, many of them were highly ambivalent with regard to their own needs.
In the general literature on intergenerational ambivalence, ambivalent feelings have been measured through two procedures. One method assesses ambivalence indirectly, measuring positive ("How much do you feel appreciated, loved, or cared for?") and negative ("How much do you feel conflict, tension, or disagreement in the relationship?") feelings separately, and then calculating a general score by combining both dimensions (Iecovich, 2014; Willson et al., 2003) . The use of indirect measurement procedures for assessing ambivalence presents some weaknesses, such as a general low correlation between the supposedly contradictory components (Lettke & Klein, 2004) . Further, Gilligan, Suitor, Feld, and Pillemer (2015) have critiqued indirect measures as being primarily driven by the negative component of the measure.
A second procedure is to assess ambivalence through single items that capture simultaneous experience of divergent emotions or feelings to situations, objects or people, with items such as "Love and hate tend to go together" (Kwapil, Mann, & Raulin, 2002) . Direct measurement of ambivalence has the advantage that a participant's answer "refers exclusively to their assessments of opposing aspects" (Lettke & Klein, 2004, p. 90) .
Assessing and explicitly analyzing caregivers' ambivalence may strengthen the capacity of the stress model to account for and understand caregivers' distress and the mechanisms involved in it. Furthermore, it can shed light on the dynamics of the relationships between caregivers and their relatives, as caregivers' ambivalence has been found to be positively associated with the ambivalence of the persons being cared for (Fingerman et al., 2006 ) which, in turn seems to be related to care recipients' feelings of loneliness (Iecovich, 2014) .
The preceding discussion makes clear that the measurement and study of ambivalence in family relationships is only in its infancy. To our knowledge, there is no available measure for assessing caregivers' ambivalent feelings. Therefore, the main objective of the present study is to analyze the psychometric properties of a brief scale for measuring ambivalent feelings in dementia family caregivers. In addition, and drawing upon the stress and coping model (Hilgeman et al., 2009; Knight & Sayegh, 2010) , this study tests the hypothesis that feelings of ambivalence, considered as a modulating variable, will contribute significantly to the explanation of caregivers' distress after controlling for sociodemographic characteristics and caregivers' stressors.
Design and Methods

Participants
Face-to-face interviews were conducted with 401 dementia family caregivers. Participants were recruited through social and health care centers in Madrid (Spain). The following inclusion criteria were established: (a) self-identifying as the principal person taking care of a relative diagnosed with dementia, (b) devoting at least 1 hour daily to the care of the relative, and (c) having provided care for at least 3 consecutive months. Caregivers gave their informed consent to participate in the study, which was approved by the Spanish Ministry of Science and Innovation and the Ethics Committee at the Universidad Rey Juan Carlos (Madrid).
Measures
In addition to sociodemographic characteristics (caregivers' age, gender, kinship, daily hours caring, and time since being a caregiver), the following variables were measured.
Ambivalent Feelings
The Caregiving Ambivalence Scale (CAS) was developed for this study. Specifically, the proposed measure was based on work by Pillemer and Suitor (2002) , who developed a set of items for measuring ambivalence in intergenerational relationships. These measures have been used in a number of subsequent studies. Pillemer and colleagues based their measure on classical definitions of ambivalence which emphasize "the experience of contradictory emotions toward the same object" (Weigert, 1991, p. 21) and "the existence of simultaneous or rapidly interchangeable positive and negative feelings toward the same object or activity" (Raulin, 1984, p. 64) . Pillemer and Suitor's measure is a 5-item scale that included questions about the degree to which respondents felt torn in two directions or conflicted about the child or the degree to which they had very mixed feelings toward the child. Drawing upon this established scale and our clinical experience in working with dementia family caregivers, we developed 6 items measuring ambivalent feelings in dementia caregivers (Table 1 ). Our main objective was designing a brief and useful scale for use in clinical and research settings. Caregivers are requested to select the option that best describes their feelings during the last month. The items assess the degree in which caregivers' attitudes and feelings toward their relatives are mixed or conflicted, measured in a Likert-type scale that ranges from 0 (never) to 3 ("always").
Depressive Symptomatology
The Center for Epidemiological Studies-Depression Scale (CES-D; Radloff, 1977) has been used. It consists of 20 items that measure depressive symptoms that caregivers might have felt over the past week. This scale has been shown to discriminate between psychiatric and general population samples and to have significant associations with other measures of depressive symptoms (Radloff, 1977) . Internal consistency (Cronbach's alpha) for this scale in the present study was .89.
Anxiety
Anxious symptomatology was measured through the tension subscale of the Profile of Mood States (POMS; McNair, Lorr, & Droppleman, 1971) . Caregivers were asked to rate in a 5-point Likert-type scale (from 0 "not at all" to 4 "extremely") the degree to which they felt anxious symptoms during the last week. Significant associations between the POMS and other measures of anxiety symptomatology have been reported (McNair et al., 1971) . Internal consistency (Cronbach's alpha) for this scale in the present study was .90.
Disruptive Behaviors
Frequency and reaction associated with disruptive behaviors on the part of the care recipient were assessed through the disruptive behaviors subscale of the Revised Memory and Behavior Problems Checklist (RMBPC; Teri et al., 1992) . The frequency scale has 8 items with response options ranging from 0 (never occurred) to 4 (occurs daily or more often). The reaction scale has 8 items that measure the degree to which each behavior upsets the caregiver in a Likert-type scale ranging from 0 (not at all) to Note: **p < .01.
(extremely)
. The RMBPC has shown to be more suitable than other existing measures for explaining the effects of behavioral and psychological symptoms of dementia on caregivers' distress (Jackson, Fauth, & Geiser, 2014) . Internal consistency (Cronbach's alpha) for the frequency and reaction subscales in the present study were .67 and .73, respectively.
Functional Status
Care recipients' functional status was measured through the Barthel Index (Mahoney & Barthel, 1965 
Data Analysis
Sample and item characteristics were analyzed through frequencies, means, standard deviations, and ranges of the assessed variables. Item-to-item correlations were analyzed considering that interitem correlations between .30 and .70 contribute to the measure and are not redundant (Ferketich, 1991) . For the analysis of the dimensionality of the CAS, the sample was randomly split-half into two groups. Using maximum likelihood estimation, exploratory factor analysis (EFA) was conducted in the first group (n = 200) and confirmatory factor analysis (CFA) was conducted in the second group (n = 201). In order to determine the number of factors to retain, and following O'Connor's recommendations (2000), the initial EFA was calculated with parallel analysis. Specifically, following Longman, Cota, Holden, and Fekken (1989) criteria, parallel analysis using the mean eigenvalues and the 95th percentile eigenvalues were analyzed. Parallel analysis improves on the commonly used "eigenvalue greater than 1" as it involves comparing the actual eigenvalues with the random data eigenvalues and typically yields optimal solutions to the number of components problem (O'Connor, 2000) . Regarding the CFA, in addition to the chi-square (χ 2 ) statistic, chi-square value divided by the degrees of freedom (χ 2 /df) was considered, with values under or near 3 indicating good model fit (Bollen, 1989) . The root-mean-square error of approximation (RMSEA), the goodness of fit index (GFI), and the Tucker-Lewis index (TLI) were also assessed, considering Hu and Bentler (1998) indications of values under .06 (RMSEA) and over .95 (GFI and TLI) as indicating excellent fit of the data to the model.
Using the full sample (N = 401), reliability was assessed through internal consistency (Cronbach's alpha) and concurrent validity was measured analyzing the association between ambivalence and all the assessed variables.
With the aim of testing if measuring ambivalence contributes significantly to understanding caregivers' distress, hierarchical regression analyses were used, drawing upon the stress and coping model. Specifically, two hierarchical regression analyses were done using depressive and anxious symptomatology as dependent variables. Sociodemographic characteristics (caregivers' gender and caregivers' age) were entered in a first step. Stressors (frequency of disruptive behaviors, functional status, time since being a carer, and daily hours devoted to caregiving) were entered in the second step. Appraisal of disruptive behaviors was included in the third step. Ambivalence was included in the last step.
Results
Sample Characteristics
The sample was composed primarily of female caregivers (77.1%). Most of the participants were children (51.4%) or spouses (41.1%) of the persons with dementia. Most of them were caring for patients with Alzheimer's disease (67.5%), with the remainder of the patients having other forms of dementia or related disorders. The mean age of caregivers was 60.89 years (SD= 13.77). Other sample characteristics, such as daily hours caring or time since becoming a carer, are shown in Table 2 .
Item Analysis
Item descriptive characteristics and the item-to-item correlations are shown in Table 1 . Item number 4 was deleted and not included in further analyses due to the low general interitem associations and because it may be perceived by respondents as a double-barreled item. The remaining items show good interitem associations.
Exploratory Factor Analysis
The CAS has one factor by parallel analysis, using both mean eigenvalues and the 95th percentile eigenvalues methods, confirmed by the scree plot, with an eigenvalue of 3.21, accounting for 64.26% of ambivalent feelings variance. The component matrix is shown in Table 3 . Results of the scree plot are presented in Figure 1 . As shown in Table 3 , all factor loadings are higher than .65.
Confirmatory Factor Analysis
The results of the confirmatory factor analysis conducted with the second group (n = 201) suggest that the unidimensional model has an excellent fit to the data. The χ 2 (8.36; p = .14) and χ 2 /df (1.67) values seem to be supported by the fit indexes RMSEA (.058), GFI (.984), and TLI (.987). All factor loadings are higher than .50 (Table 3) .
Reliability
The internal consistency of the CAS, as measured through Cronbach's alpha, is .86.
Concurrent Validity
The correlations between the assessed variables are shown in Table 2 . As it is shown in this table, ambivalence shows significant associations with all the assessed variables except for time caring, daily hours caring, and functional status. Higher scores in ambivalence are associated with being women, caring for someone with lower cognitive status scores, reporting higher care recipients' disruptive behaviors (both frequency and reaction to behaviors), and higher scores in depressive and anxious symptomatology.
Regression Analyses
As it is shown in Tables 4 and 5, the results of hierarchical regression analyses show that even when sociodemographic, stressor, and appraisal variables are controlled, ambivalence continues to contribute significantly to the explanation of caregivers' depressive and anxious symptomatology. In the case of depressive symptoms, ambivalence contributes 4% of the variance (of a 24% of explained variance of depressive symptoms through the full model). In the final model, being women, devoting more daily hours to care, and reporting higher ambivalence are linked with depressive symptoms. Regarding anxiety, ambivalence contributes 9% of the variance (of a 29% of explained variance of anxious symptoms through the full model). In the final model, being women, lower caregiver age, devoting more daily hours to care, reporting higher reaction to disruptive behaviors, and ambivalence are linked with anxious feelings.
Discussion
The main objective of the present study was to analyze the psychometric properties of a scale specifically developed for measuring ambivalent feelings in dementia family caregivers: the CAS. The results suggest that the CAS demonstrates good psychometric properties. These findings expand the study of intergenerational ambivalence by suggesting that a direct measure of ambivalence toward the care recipient can be useful in the specific context of family dementia caregiving and for other kinship relations besides parent-child relationship.
Our findings also suggest that, through principal component analysis and confirmatory factor analysis, the CAS has a unidimensional structure and good internal consistency. A significant proportion of variance of the ambivalence construct was explained. However, these results should be taken with caution, considering the preliminary nature of the Note: CFA = confirmatory factor analysis; EFA = exploratory factor analysis. CAS and the need for other studies to support these initial findings. It is possible that other dimensions of caregiving ambivalence may exist but have not been tapped by the CAS. Through items such as "Although I have good relationships with other relatives, sometimes I get angry because they don't help more or because they don't offer more help" that were finally deleted for being double-barreled, we tried to gather information about ambivalent feelings related to other relatives (neither the caregiver nor the care recipient). Thus, ambivalent feelings toward other caregiving-related dimensions (e.g., family relations, the decision to institutionalize the relative, leisure, etc.) may be important, and modifications to the CAS may be needed to avoid possible doublebarreled questions (Item 4 or Item 6) or adding additional sources of feelings of ambivalence (e.g., lack of support of friends). The inclusion of items measuring other sources of ambivalent feelings may provide interesting clinical information regarding the explanation of caregivers' distress. The results show positive associations between ambivalence and caregiving stressors, and in particular frequency and distress associated with disruptive behaviors. This association is to be expected, given that such behaviors often act as triggers of negative emotions in caregivers and are difficult to manage for them. The results of this study also show that being women is associated with higher levels of ambivalence (a finding consistent with those of previous studies (Pillemer et al., 2012) ).
The other objective of the present study was to test the hypothesis that ambivalence, as a modulating variable, contributed significantly to the explanation of caregivers' distress after controlling for sociodemographic characteristics and caregivers' stressors. The results are consistent with this hypothesis. Ambivalent feelings are positively related with depressive and anxious symptomatology, contributing significantly to the explanation of these mental health dimensions, even after controlling for other relevant variables such as sociodemographic, stressor, and appraisal variables. Regression analyses reveal that, although ambivalence significantly contributes to the explanation of both depressive and anxious symptoms in caregivers, its predictor capacity is especially high for anxiety.
As Iecovich (2014) suggested, the mixture of emotions involved in ambivalence can be a complex experience, more difficult to manage than the mere presence of Step 1 Step 2 Step 3 Step 4 Step 1 Step 2 Step 3 Step 4 negative feelings. The changeable nature of the emotions felt toward the care recipients' relationship may lead caregivers to experience a constant change in their relationship with their relatives, sometimes living it as something positive and sometimes as negative. This instability appears to be difficult to manage and, when combined with the nonacceptance of ambivalence toward their relative as a normal experience in the dementia caregiving, it can be a source of anxiety, guilt feelings, and distress. Also, it may be associated with maladaptive coping strategies, such as avoidance of negative emotions or emotional suppression, which may lead to increased levels of distress. The results of this study present relevant clinical implications. First, assuming that many experiences of ambivalence-experiencing positive and negative feelings toward the person for whom they are caring-are unavoidable, it would be useful to design psychological interventions aimed at accepting feelings of ambivalence, such as those framed in acceptance and commitment therapy (Losada et al., 2015) . Using acceptance techniques to train caregivers to increase their capacity to accept the simultaneous experience of negative (unwanted private events) and positive emotions may buffer the impact that ambivalence has on their emotional well-being.
Second, alternatively ambivalence may result from inefficacious problem solving or deficits in emotion regulation skills. For example, emotional ambivalence regarding other relatives in the context of caregiving may occur because the caregiver lacks assertiveness skills within the family. In these cases where ambivalence points to a modifiable aspect, training caregivers in these strategies through problem-solving skills training may help them to cope better with their circumstances, leading in turn to a reduction in this type of ambivalence. Motivational interviewing may also be helpful for caregivers with ambivalent feelings. The CAS is a general measure of ambivalence, and thus it does not allow for the identification of the potentially modifiable sources of ambivalence. However, when used in combination with other instruments measuring these other variables (e.g., behavior problems and skills for solving them; support from family and caregivers' skills for asking for help; emotion regulation skills, etc.), it could be very useful to functionally analyze caregiver's ambivalence and design the appropriate lines of intervention to reduce it.
Limitations
The cross-sectional nature of our study prevents us from making assumptions regarding the direction of the obtained findings (causal inferences). For example, it may be possible that disruptive behaviors contribute to ambivalent feelings but also that ambivalent feelings may contribute to an increased awareness of the psychological and behavioral symptoms of the person with dementia. Another limitation of the present study is that important variables that may be related to ambivalent feelings were not measured (e.g., the quality of the relationship between the caregiver and the care recipient, resources, economic issues, and level of understanding about the disease or physical and cognitive capacity of the caregiver). In addition, the specific ways through which ambivalence may be contributing to caregivers' distress need to be addressed by future longitudinal or experimental studies that will contribute to increase our understanding of the role of ambivalent feelings in the caregiving process. This study used a convenience sample and, consequently the generalization to a representative population of caregivers (e.g., those who do not attend to Social or Health Care Services) is not possible. Finally, test-retest data of the CAS are not available at present, so the stability of the measure is not known.
In spite of these limitations, the CAS is a short measure that contributes to the understanding of factors that contribute to caregivers' mental health, and thus has the potential to be a useful measure for research and clinical settings. To our knowledge, ours is the first study to assess systematically ambivalent feelings in the dementia caregiving context. Caregivers' ambivalence constitutes a relevant but unexplored variable to contribute to the explanation of caregivers' depressive and anxiety symptomatology.
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